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ASD, and no history of maltreatment, were group matched on age with 67 children with differential diagnosis and management. Keywords: Reactive attachment disorder, autism associated with ASD. In one study, the RAD group performed even more poorly than a group 8 9 10 with ASD and "normal IQ" in domains of social context, rapport and social relationships 11 12 (Sadiq et al, 2012) . However, the ASD group differed in showing more stereotyped 13 14 behaviours.
16 17
The apparent overlap in symptoms between ASD and RAD is of real concern to clinicians as adversity and autism. While a small group of severely deprived institution-reared children 31 32 33 were described as suffering from "Quasi-autism," features eventually differed in important 34 35 ways from classical autism and increasingly resembled Disinhibited RAD (Rutter et al, 2007;  36 37 Rutter and Sonuga-Barke, 2010) .
39 40
Another important reason to discriminate between ASD and RAD is management as 41 42 approaches to treatment differ (O'Connor and Zeanah, 2003; Mukkades et al, 2004; Becker- little intervention research on RAD (O' Connor and Zeanah, 2003) . One preliminary study other published studies were found investigating the overlap between RAD and ASD.
23
However, CAMHS clinicians in Coventry raised concerns, in a recent editorial, regarding We already had data regarding 67 children, aged 5-11 years, with RAD from 3 previous 34 35 studies (Minnis et al, 2009; Kocovska et al 2012 and Minnis et al, 2013 The RAD group data was historical therefore we did not recruit any new participants. The confirmed that all were diagnosed using Scottish Intercollegiate Guidelines Network (SIGN) clinician from each service was responsible for establishing lack of child protection prior to 51 52 invite, and patient information was passed to the research team on receipt of written consent. protection database. This is a unique multi-agency referral and information sharing system, Needs system to exclude children where child protection concerns existed. In (b) NHS
14
Lanarkshire information regarding lack of child protection was gathered from multiple emphasis on the recruitment of girls.
23 24
Our sample size calculation was based on Follan et al (2011), which required a sample of 38 25 26 children in each group to detect the same magnitude of difference (90% power, 5% 27 28 significance level). We aimed to recruit a minimum of 50 (in each group) to allow for the 29 30 skewed nature of total CAPA-RAD scores. As we retained 58 families, our study was well The RAD group had been assessed and diagnosed via the following multi-informant 40 41 assessment package. Symptoms of RAD in the ASD group were also assessed using these directing personal questions to their parent instead of directly asking a stranger.
9 10
Twenty percent of the CAPA-RAD interviews were audio recorded and good inter-rater 11 12 reliability (> 80% agreement) was achieved with an independent rater. The CAPA-RAD 13 14 15 diagnostic algorithm, which is based on DSM-IV core symptoms for RAD and consists of 7 16 17 key symptoms of disinhibited RAD and 4 core symptoms of Inhibited RAD, was used to previous study of RAD prevalence (Minnis et al, 2013) . of meeting the stranger/researcher was captured on video, along with subsequent interactions.
39
Due to modifications to the setting and protocol, only the first 6 items -relating to child-41 42 stranger interaction -were rated (see appendix 1) -including one (item -physical contact 43 44 between stranger and researcher) that was excluded in our original study because of its poor items were available for the children with RAD, only the first 6 items were used for this 4 5 study. Some OSR dataset is missing due to lack of parental permission or technical 6 7 difficulties, however the samples available in each group are comparable (RAD group, n = 8 9 10 50, ASD group, n = 52).
12
Cognitive functioning: the children with RAD already had a measure of verbal IQ -the 13 14
15
British Picture Vocabulary Scale (BPVS) (Atkinson, 1992) or the verbal subscales of the 16 17 Wechsler Abbreviated Scale of Intelligence (WASI) (Psychological Corporation, 1999 Performance IQ which together provide a full scale IQ score. The BPVS is a validated Comorbid Diagnoses: The children with RAD already had an assessment of comorbid 34 35 diagnoses using either specific modules of the CAPA (n=37) (Angold et al, 1995) between the groups in mean age and range was achieved. Recruitment of girls with ASD was 27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56 Observations of RAD symptoms in both groups were analysed using the total score on the 6 44 45
OSR items (RAD group, n= 50, ASD group, n 52). A Mann Whitney test suggested 46 47
significant differences between groups (median RAD 4; median ASD 0, p<0.0001). As a 49 50
greater total score is indicative of more indiscriminate friendliness, the findings suggest that 51 52 these behaviours were significantly more apparent in the RAD group than the ASD group. Teacher report of RAD symptoms was investigated using Teacher RPQ total scores. There
was no difference between teacher report of RAD symptoms in the ASD group (Mean 6.64; 6 7 SD 5.51) and the RAD group (Mean 6.09; SD 6.06); p=0.64.
9 10
Parent report of RAD symptoms was investigated using the CAPA-RAD. Chi square analysis 11 12
was used to investigate any significant differences between the RAD group and the ASD When we used the discriminant function analysis to predict RAD caseness, classification was In this group of children with a rigorous diagnosis of ASD and no history of child protection observed not to show noticeable caution or shyness on meeting a stranger and teacher report 6 7
of RAD symptoms did not discriminate between the two groups. 'Active but Odd' is a 8 9
10
categorisation that has been used to describe children with ASD who make spontaneous 11 12
interactions towards adults and peers, but who are not socially motivated in doing so; the 13 14 purpose is often a repetitive or stereotyped interest (Wing and Gould, 1979) . Such a (Rutter et al, 2007; Rutter and Sonuga-Barke, 2010 ). The present findings also support work 37 38
by Moran (2010) who reported differences in the "feel" of the therapeutic rapport when 40 41
working with these two groups of children. The study also contended with some missing data within two of the inhibited items on the 29 30
CAPA-RAD and on the OSR in both groups. As there was a large difference in scores on the (missing data was simply because we developed the OSR and modified the CAPA-RAD 36 37
during the course of one of our studies or because schools could not accommodate our 38 39 assessments within the time frame) we suggest that this this does not limit our findings.
41 42
In addition, although the previous studies from which the RAD data was collated used either Organisation .   27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57 
